Symptomatic, nonsyphilitic, acquired coronary ostial stenosis is a rare angiographic finding and was found in 0. 13C% of 3000 coronary angiograms. Three females with this lesion have been treated surgically. Two 
WITH THE INCREASING PREVALENCE of
and experience with coronary angiography, uncommon lesions are now being recognized. In the minds of many, narrowing of the coronary arterial ostia is a manifestation of syphilitic aortitis. To underscore the occurrence of nonsyphilitic coronary ostial stenosis three cases which have been treated surgically are reported. Methods The studies performed on patients were carried out during the routine diagnosis and treatment of their illnesses and signed informed consent was obtained prior to each procedure. Cardiac catheterization was performed on all patients using the Judkins technique. Prior to coronary angiography, all patients were given sublingual nitroglycerin. After encountering the ostial stenosis, the catheter tip was removed and the nitroglycerin repeated to diminish the risk of coronary artery spasm. On September 20, 1970 the patient underwent bypass grafting with a saphenous vein to the left anterior descending coronary (LAD). Six months later the patient was shown to have a normal maximum stress test and a patent vein graft by angiography. One year postoperatively she had a sudden recurrence of her angina and angiograms demonstrated total occlusion of the vein graft. It was later documented that the occlusion was due to an aspergilloma.' After a second graft procedure, the patient again had relief of her angina and has remained free of angina to this w riting. Case 2 A 57-year-old white female was hospitalized in August 1973 with an eight-month history of dyspnea on exertion, associated chest pain and an episode of congestive heart failure one month previously. She was also known to have hypertension over the past three to four years. The blood pressure was 160/40 mm Hg and there was a bounding "water hammer-pulse of 70/min. There was a grade 111/VI early holosystolic murmur heard along the left sternal border and aortic area. There was a grade II/VI early to mid diastolic murmur heard along the left sternal border. The ECG showed diffuse anterolateral ischemia. The VDRL was nonreactive.
Report of Cases
Cardiac catheterization confirmed the presence of aortic insufficiency with no systolic gradient across the aortic valve and a normal ventriculogram. Coronary angiography documented diffuse coronary artery disease with 70% stenosis of the proximal LAD and diffuse disease approximating 30-50% throughout the circumflex and distal LAD. The ostium of the right coronary was 95% stenotic ( fig. 1 ).
The patient underwent aortic valve replacement and a bypass procedure using the left internal mammary artery (IMA) to the LAD and the right IMA to the right coronary. At operation the aorta and annulus were not dilated and the valve appeared incompetent and fibrotic. Microscopic examination confirmed the presence of fibrosis without the presence of calcium. Following operation she has had relief of dyspnea and angina. Postoperative angiography demonstrated patency of both grafts. Cloronary angiography in the presence of ostial stenosis carries the risk of catheter occlusioni of the ostium. This results in a syndrome of abrupt fall in pressure at the catlheter tip ( fig. 3) Obviously, lesions of the left ostium carry the same grave prognosis, which has become well recognized,2' 5 as lesions of the left main coronary artery. This has motivated our surgical approach to these patients and the aggressive stance in case 1.
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